SUMMARY Twenty five children with non-traumatic relapsing acute or chronic pancreatitis who had been followed up from five months to seven years were studied. Seven had congenital anomalies, including two with choledochal cysts and four with pancreas divisum. Alcohol related disease was suspected in one child. 
Pancreatitis is unusual in children and has a different aetiological spectrum from that seen in adults. Trauma, drugs, and infection are relatively more common causes; gall stone and alcohol related disease are rarely seen.1 Most acute attacks are self limiting and do not result in permanent damage or disability. Over the past nine years we have studied 25 children with persisting problems due to relapsing acute and chronic pancreatitis.
Patients and methods
Twenty patients (11 boys, nine girls) between the ages of 3 and 15 years were investigated; the other five patients (three boys, two girls) were older when referred (age range 16 to 22 years) but had clear evidence of pancreatitis before the age of 16 (Tables  1 and 2 ). Assessment included a detailed family and personal enquiry searching particularly for a history of abdominal trauma, drug and alcohol consumption, mumps and other infections, and chest and metabolic diseases. Investigations included blood count (and eosinophil count), liver function tests, fasting lipids, sugar, amylase, and calcium. Viral titres and sweat tests were performed in many patients. All patients had plain abdominal radiographs and ultrasound scans and all but one underwent endoscopy with retrograde cholangiopancreatography (ERCP).2 Pancreatitis was confirmed by one or more of the following: pancreatic calcification or duct calculi; pancreatitis at laparotomy; at least one episode of typical pain requiring hospital admission with serum amylase concentrations greater than three times the upper limit of normal; or unequivocal changes on computed tomography, ultrasound scan, or endoscopic pancreatogram. Most patients fulfilled several criteria.
Follow up ranged from five months to seven years with a mean of 2-9 years since referral or last intervention, whichever was shorter.
Clinical details
The clinical features and duration of follow up are outlined in Tables 1 and 2 and aetiological factors  are summarised in Table 3 . In two boys aged 11 and 14 years, with poorly controlled diabetes and secondary hyperlipidaemia, pancreatic symptoms have been relieved with better diabetic control.
Three patients had positive family histories for pancreatitis (Fig. 3) (Fig. 4) ; he developed a large pancreatic pseudocyst which lead to a Puestow procedure at the age of 11 years, with good results.
The remaining three patients presented to us with pseudocysts after repeated episodes of acute pancreatitis; investigations showed chronic pancreatitis in all cases. Two boys treated by percutaneous cyst aspiration were well at follow up at 21 and 29 months. A girl who had had surgical cyst drainage when aged 7 years had persistent symptoms, and ERCP at the age of 13 showed a pancreatic duct stricture. She eventually underwent distal pancreatectomy and removal of duct calculi at the age of 18 years, since when she has remained well. (a) Plain radiograph after insertion of the duodenoscope showing a large calcified stone in the head of the pancreas (arrow).
(b) Endoscopic pancreatogram confirming multiple calculi within a grossly dilated duct system. lary pancreatic duct diverticula. 1"4 The overall incidence of seven children with congenital defects among 25 with pancreatitis in this series diverges strikingly from adult experience.
Children with congenital bile duct cysts (choledochal cysts) have a long channel common to biliary and pancreatic ducts, which may well explain their increased risk of pancreatitis. The most common congenital anomaly is pancreas divisum, in which most of the pancreas drains through Santorini's duct and the accessory papilla.15 One of our four patients with pancreas divisum may also have had mumps but this alone rarely leads to relapsing or chronic disease. No alternative aetiological factors were identified in the others. Pancreas divisum occurs in at least five per cent of the population and many authorities believe that it can result in obstructive pain and pancreatitis;15 16 the frequency of 16% in this series adds some support to this hypothesis which we have explored more thoroughly in adults.
Familial pancreatitis is now well recognised and since the first kindred was described by Comfort 
